INTRODUCTION
Percutaneous drainage is still considered as a first-line treatment for malignant stenosis on afferent loop. Percutaneous drainage and surgery are conventionally used. [1] [2] [3] [4] Endoscopic ultrasound (EUS) drainage was developed since 2001 as an additional option to percutaneous drainage and endoscopic retrograde choalangiopancreatography (ERCP). [5] One of the most difficult biliary drainages is the recurrence and stenosis on afferent loop after surgery. We report an original case of hepaticogastrostomy under EUS guidance (HGE) in a patient who had malignant stenosis of afferent loop after cephalic duodenopancreatectomy (CDP).
CASE REPORT
A 71-year old man, who had a CDP in 2008, presented with febrile jaundice. Imaging examinations revealed a malignant stricture on the afferent loop, the origin of the jaundice [ Figure 1 ]. A first attempt of drainage by the endoscopic way (gastrointestinal stent) is a failure due to inaccessible stricture. A HGE was decided. By using an interventional echoendoscope (EG 3870UTKPENTAX-HITACHI ™ , Hambourg, Germany), the dilated left hepatic duct (segment III) was punctured with a 19G access needle (19 G, EchoTip Access Needle, Cook ™ Ireland Ltd., Limerick,
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This is an open access article distributed under the terms of the Creative Commons Attribution-NonCommercial-ShareAlike 3.0 License, which allows others to remix, tweak, and build upon the work non-commercially, as long as the author is credited and the new creations are licensed under the identical terms. Ireland). Opacification demonstrated dilated intrabiliary ducts due to the complete obstruction of the afferent loop. The needle was exchanged over a guidewire for a 6.5-Fr diathermic cystotome, used to enlarge (endocut current) the channel between the stomach and the left hepatic duct punctured. After exchange over a guidewire (TFE-coated 0.035 inch: Jagwire ™ , Boston, Scientific Corp, Massachussets, USA) a special partially covered metal expandable stent (Giobor© 10 cm, TaewongNiti-S ™ ) was positioned (uncovered part of the stent was inserted in the left hepatic duct and covered part in the stomach). The covered part reduced the risk of biliary leakage [ Figure 2 ]. This prevention is associated to a 7-Fr nasobiliary drain during 48 h.
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Despite drainage, fever persisted and opacification by the nasobiliary drain showed poor emptying of the afferent loop. We decided to extend the stent by a novel uncovered stent from the middle part of first stent into the afferent loop [ Figure 3 ]. At the end, contrast was emptied from the stent into the stomach. The postoperative course was uneventful with nasobiliary drain removal after 48 h and the disappearance of jaundice. A few days later, the patient was able to consult an oncologist to start palliative first-line chemotherapy.
The patient passed away 5 months later with evolution of the disease (relapse of pancreatic adenocarcinoma). We had to drain the right lobe at 3 months of HGE by the percutaneous way with a stent from the right lobe to the afferent loop.
DISCUSSION
In the case of jaundice due to afferent loop malignant stricture, there is not really an efficient reference procedure. The less invasive technique seems to be the gastrointestinal stent but it is not always feasible. Percutaneous drainage and surgery are already used. [1] [2] [3] [4] Due to advanced disease (stage peritoneal carcinomatosis), surgery can be difficult and the postoperative course can often be long. Percutaneous drainage is not always easy and requires the maintenance of a drain to the skin at least temporarily. This can be uncomfortable for patients in a palliative situation.
In this case, we used a new technique. We report the first case of HGE of malignant afferent loop stricture after CDP. The postoperative course was uneventful, allowing a resumption of chemotherapy quickly. Another advantage can be easy access of the stent using a gastroscope in case of stent stricture.
Since the first publication, the technique has become safer and more standardized. [6] The procedure will continue to improve, as recent publications show. [7, 8] For us, it is a feasible and effective alternative to percutaneous treatment for patients undergoing palliative treatment. The problem remains the drainage of afferent loop through the liver to the stomach. A possible evolution could be drainage of the afferent loop directly in the stomach.
CONCLUSION
In the case of complete stricture of afferent loop with tumor recurrence, HGE by EUS appears to be feasible and effective. A randomized trial comparing different techniques' drainage could confirm these clinical impressions but the relative rarity of this situation is a limit to a large study.
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